Prevalence of Sexual Harassment in Academic Medicine
Sexual harassment is a form of gender discrimination that affects women and men in all areas of work. 1 According to the International Labour Organization (ILO), sexual harassment can occur in 1 or more of 3 forms: verbal, nonverbal, or physical. 1 Sexual harassment can lead to physical and psychological symptoms and diseases as well as work-related consequences. 2, 3 The prevalence of sexual harassment in medicine has been scantily investigated, and reports differ widely in the applied methodology.
Methods | All physicians working at a tertiary referral center in Berlin, Germany (n = 1862) were invited to participate in the survey for the current study between May 2015 and July 2015. This investigation was explicitly and solely designed to investigate sexual harassment. Institutional ethical approval (EA1/350/14, December 15, 2014) was obtained from Charité-Universitätsmedizin as well as from the employee representations/staff councils (clinical, academic and general), and all participants provided their written informed consent. 
Related article page 48

Letters
The survey instrument consisted of 36 items. It was administered online using the survey tool SoSci Survey (SoSci Survey GmbH). We investigated the following: (1) forms of misconduct experienced and whether these were considered harassing or threatening (note that not all misconduct was interpreted as harassment), (2) consequences experienced, (3) perpetrator profiles, (4) structural and organizational information, and (5) training and knowledge about sexual harassment, and (6) assumptions about its causes. Several questions about the type of misconduct or harassment experienced, the perpetrator profiles, and the consequences experienced were adapted from previous studies in German-speaking countries. 4, 5 We computed descriptive statistics for sociodemographic and prevalence data. Prevalence and perpetrator profiles were compared bivariately between women and men using the Pearson χ 2 test. Multivariate regressions were calculated for structural factors using harassment patterns (any form, physical, nonphysical) as outcomes. We included only those participants who provided information on all investigated variables. All analyses were 2-sided, and P < .05 was considered significant. We performed all analyses using STATA software, version 13 (StataCorp LLC).
Results | A total of 790 physicians participated in the study (42% overall response rate), but 47 did not provide detailed information; 2 did not provide information on sex; and 4 (1%) self-reported as transgender, intersex, or nonbinary. The low number of individuals self-reporting other than distinct male or female gender prevented statistical testing of this category, but it should be noted that all 4 of these participants (100%) reported experiencing some form of harassment. Of the 737 participants included in the full analysis, 60% were women (n = 448), and 39% were men (n = 289). All of the absolute numbers for the following reports can be found in Table 1 . Among all male and female participants, 70% reported some form of misconduct while performing their work. The most common form self-reported as harassment was verbal harassment (including degrading speech [62%] and sexualized speech [25%]). Nonphysical misconduct was perceived as harassing by 76% of the individuals, more frequently by women than by men (83% vs 61%; P < .001). Physical misconduct was perceived as harassing by 89% of those reporting such misconduct and as threatening by 28%, with no significant sex differences (Table 1) .
Women reported the perpetrators of harassment to be almost exclusively male, both for nonphysical harassment (85% of perpetrators against women compared with 38% of perpetrators against men; P < .001) ( Table 2 ) and for physical harassment (95% of perpetrators against women compared with 13% of those against men; P < .001) ( Table 2 ). Colleagues were reported as the main perpetrators at similar rates by men and women, while women reported superiors to be the perpetrators more frequently (37% vs 18%; P < .001) ( Table 2) .
Strong departmental or divisional hierarchy appeared as the only structural factor significantly associated with harassment in both male and female victims (all supporting data reported in Table 2 ).
Discussion | Sexual harassment frequently affects female and male physicians during their careers. In the present study, both groups reported verbal harassment as the most frequent form of misconduct. While perpetrator patterns differed between male and female victims, strong institutional hierarchies were associated with sexual harassment in both sexes, highlight- 
Proportion of Violent Injuries Unreported to Law Enforcement
Interpersonal violence is a leading cause of death and injury in the United States.
1 Although many cities rely on official law enforcement data to determine the magnitude, patterns, and prevention strategies for violence, data from the National Crime Victimization Survey conducted by the US Department of Justice indicates that a large number (52.6%) of violent crimes resulting in injury goes unreported to law enforcement. 2 Consequently, because of incomplete data, cities are limited in their ability to effectively prevent and respond to violence. In the United States, there is a paucity of information using hospital-based data to examine the proportion of violent injuries that are unreported to police. One study examined the proportion of firearm injuries unreported to police (such injuries are typically subject to mandatory reporting laws) 3 ; however, little is known about all forms of violent injury. Thus, we sought to quantify the proportion of violence-related injuries treated in the emergency department (ED) that were unknown to law enforcement to better understand whether ED data on violence could complement police data and enhance a city's understanding of violence.
Methods | As part of a municipal violence prevention program, 4 a collaboration between an urban ED with a level 1 trauma designation and 2 urban police departments was formed in the Atlanta metropolitan area. A comprehensive violence prevention program and surveillance system was implemented in the ED and determined by Emory University and the Centers for Disease Control and Prevention to be a nonresearch activity and to not require review by institutional review board. Nurses attempted to screen every patient in the ED for the presence of a violent injury and, if present, recorded the precise geographic location of the incident (eg, address, street intersection, business name) and date and time of the incident. Only violent injuries occurring in public places had geographic information collected; to protect privacy, no information was collected on violence occurring in private residences.
Each hospital-recorded incident was reviewed by a staff member and geocoded to exact coordinates for mapping. Information on violent crimes causing interpersonal injury (aggravated assault, rape, homicide) already known to law enforcement were collected from official police reports. To assess the percentage of violent injuries treated in the ED and unknown to police, we used a spatiotemporal filter to assess the proportion of nonoverlapping events using various time and distance buffers.
Results | From November 20, 2015, to May 4, 2017, 1654 violent injuries were identified through the ED screening program, and 67.8% (n = 1122) occurred in a public location. Of these, 40.6% (n = 455) had sufficient location and time information to allow mapping of the data.
Among violent incidents occurring in police jurisdictions A and B, the percentage that went unreported to police was 83.2% (n = 272) and 93.1% (n = 67), respectively, using a distance buffer of 500 m (approximately one-third of a mile) and a time buffer of 8 hours (Table) . Sensitivity analyses examining different time and distance buffers did not change findings by approximately more than 10%.
Discussion | This study revealed that a large proportion of hospitaltreated violent incidents may be unknown to police. The proportion of unreported violence we detected is considerably greater than previous survey-based estimates have suggested, 2 though it is similar to international studies conducted at single sites in Denmark and the United Kingdom using a comparable a The proportion of unreported incidents is calculated using various distance and time buffers. The spatiotemporal buffers are used to search for an event that occurred within a specified distance radius and time range (preceding or following an incident).
